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Knowing Our People to Serve Our People
Alessandra Jiménez
Abstract
Health disparities continue to persist in the United States despite the work clinicians and
professionals have undertaken to close the gaps. Nowhere in the recent past have these
disparities been more evident than during the US response to the COVID-19 pandemic. The
differential outcome of patients was stark within marginalized communities accounting for
greater burden due to the health risks that were already incurred. Additionally, data provided
from the health care system’s front lines were incomplete resulting in slower and less robust
interventions than what were needed. This paper seeks to outline first steps that can be taken to
ensure statistical collections and analysis guide policy that respond to health crises and disasters
in the future. The steps include support for the presentation of data in all categories outlined by
the Office of Management and Budget, and for the data use update definitions of the race and
ethnic groupings that are used.
COVID-19: An Exacerbating Event
While the magnitude of COVID-19’s impact is unfathomable, the ugly truth of the pandemic is
that it exacerbated health inequities it did not create them. COVID-19 is now a defining part of
the world’s history, and in the United States the pandemics impact is an opportunity to change
course toward a future where health is accessible to all that live here. The lack of public health
infrastructure, varied access to broadband, food insecurity, stagnant wages and overcrowded
housing all contributed to the COVID-19 death toll that now exceeds 600,000 people in this
nation alone. According to the American Public Health Association and the American Medical
Association, these characteristics are considered social determinants of health.

Since 2018, the American Medical Association committed to addressing these concerns through
the Center for Health Equity under the leadership of Dr. Aletha Maybank. When investigating
these social determinants of health, racism was central to the inequitable access to resources that
could have prevented the disease burden that our marginalized populations experience.
The impact of racism cannot be understated. It impacts housing, schooling, food security,
transportation, and healthcare access, and is embedded in both past and present. Racism is a
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public health threat, and health equity is not a fairy tale neither is it only possible in a utopian
dream, but it does require that the problems our populations be defined clearly and completely.
For clinicians, health professionals and scientists, what this means is that we need data on the
people of the US to understand the people of the US.

According to the American Statistical Association, statistical organizations within federal
government mostly use definitions of race and ethnicity outlined in the Office of Management
and Budget policy titled “Revisions to the Standards for the Classification of Federal Data on
Race and Ethnicity” that was drafted in 1997. This almost 24-year-old policy must be updated to
reflect the changing demographic landscape of the United States.
Actions for Health Equity1
Immediate Actions
Most immediately, data published by the federal agencies should include every one of the
minimum represented race and ethnicity categories, and disparities should be clearly
disaggregated to communicate magnitude of the disparity in relation to their populations. To
communicate why this is necessary and an example of what this would communicate, Filipino
nurses and the disease burden experienced by the population during the pandemic.
According to a New York Times article by Lucas Powell in January od 2021, of the population
of nurses in the United States nurses of Filipino descent, Filipino nurses make up about 4% of
the national nursing workforce but account for 30% of nursing deaths due to COVID-19. Further
in a letter addressed to the COVID-19 Advisory Board for the Biden-Harris Transition on
January 13, 2021, Dr. Ninez A. Ponce Director of the UCLA Center for Health Policy Research
and lead of the Filipinx/a/o COVID-19 Resources and Response Task Force wrote

“Although Asians comprise 15% of the total population, the California Department of
Public Health (CDPH) reports that this group comprises 12% of confirmed COVID-19 deaths, as
of January 6, 2021; while these aggregated counts suggest that Asians are not
disproportionately affected by COVID-19, disaggregated numbers for Filipinx Americans reveal
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a different story… Filipinx American comprise over 25% of the Asian population but 30% of
COVID-19 deaths among Asians.”

Another example of the problem with data presentation that has not been disaggregated includes
the Morbidity and Mortality Weekly Report. The Morbidity and Mortality Weekly Report is a
source of data provided by the CDC that is meant to provide a snapshot of trends and disease
burden in the population; however, due to lack of disaggregation one could assume that they
disease burden was highest in the white population; however, looking closer at the data the death
rate for populations exceed the percent of the population that they represent in the US. For
example, the population identified as Black, Non-Hispanic makes about 12.5% of the population
in the US according to the Census Bureau but made up close to 19% of decedents. While the
discussion does discuss this information briefly, the magnitude of the impact is not well
delineated.
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As of September 2020, the CDC has been collecting increasing disaggregated data. The
presentation created by the CDC in Emerging Infectious Diseases, a journal published by the
CDC, is an example of improvements of data disaggregation, presentation, and communication.
There are two additional groups of especially at-risk populations included, however, the author
notes that there are gaps in data collection practices.

Any given race or ethnicity is not a monolith; therefore, disaggregating by ethnicity, race, and
ancestry so that members are evaluated fully is vital to serve the diverse populations in the US.
An example of how this could be done using the “minimum set of categories for data on race and
ethnicity” as outlined by the OMB directive referenced above would be to take recognized
“Hispanic or Latino” ethnicity and stratify the data by race.

Action to Inform Policy and Build Resiliency
The OMB is clear when stating that race is a social political construct that is not scientifically or
anthropologically based; however, the experiences people of a given race or ethnicity experience
due to the social constructs enforced and created by how people look do have biologic
consequence. This understanding added to fact the race and ethnicity have different meanings
depending on the academic/ professional discipline using the information. In medicine, for
example, Vyas et. al in the landmark paper published in The New England Journal of Medicine
on August 27, 2020 titled “Hidden in Plain Sight – Reconsidering the Use of Race Correction in
Clinical Algorithms,” states plainly “Physicians still lack consensus on the meaning of race.”
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The means that translating data collected by federal agencies is viewed through a lens that
assumes that race and ethnicity are terms that are both clearly defined understood by the parties
both reporting and receiving the data. The information both relayed or received are not used
consistently.
In the same Vyas et. al. article, they mention that medicine’s poor understanding of “race” has
impacted how we evaluate populations and patients. This in turn has resulted in journal articles
that support the idea of a biologic basis for race and the continued support for race-based
medicine that has resulted in increased disease burden for marginalized populations. An example
of what this looks like in the practice of medicine includes the creation of an algorithms that
have “race correction.” These algorithms have prevented Black patients from getting on kidney
transplant lists earlier at a time that non-Black patients would be transplant eligible, and
decreased recommendations for Vaginal Birth after Cesarean, this is thought to contribute to the
alarming maternal mortality rates for Black women.

Given the recency of this landmark paper, it is not surprising that the practices that led to these
algorithms continue. For example, on October 2020 Vinciguerra et. al. published a paper through
the journal Infection, Genetics and Evolution titled “Sars-CoV-2 and Black Population: ACE2 as
Sheild or Blade,” in which the Black population as a monolith without disaggregation or
consideration of the differences in ancestry from one population to another.

In addition to critical evaluation of population studies, it is important to note that disaggregation
continues beyond race and ethnicity and include risk. This work would be especially helpful
when considering the COVID-19 experiences of the Filipino nursing population and including
political and structural bedrock that create the disparities experiences by the different
populations.
Detractors
The politicization of the terminology the OMB uses to understand the impact that differential
treatment has on populations will offer the most resistance to change. To counter this resistance,
it is important to communicate the benefits to the varied populations. This cannot and must not
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be done with only academic and legislative experts to decide this terminology; instead, the
communities the US seeks to define must go to community leaders and representatives of the
population to include their perspective and support.
Conclusion
Health equity is possible. Our improved understanding of the health of our populations means
that investment is needed from departments seemingly well beyond those in health. If the health
disparities seen in COVID-19 are to be prevented in the next health crisis, racism and the social
determinants of health need to be addressed.
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Appendix

1. With executive orders in place, steps being taken to work to advance racial justice
and health equity, how would this work fill the gap?
a. Given the impact that this health crisis has had on the country, it is important that
data disaggregation be considered in part of the US Federal Statistic System.
2. Why would this be important to departments outside of those charged with health
care?
a. This health crisis has highlighted the weakness of our institutions and provided
the US the opportunity to grow stronger. The crisis has changed funding
allocation and political representation to our populations. This is especially
relevant given that the health crisis began on a census year. Additionally, it also
demonstrated the weaknesses in the economic infrastructure supporting the
general population. The security of the country was scrutinized for its weaknesses
in responding. The US is resilient; however, being able to understand the
populations within its borders provides the intelligence needed to ensure that the
US thrives.
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